My entire career has been and is still dedicated to the highest goals of optimal patient care, research, and education. I have trained several hundred otolaryngologists (residents and fellows), including neurotologists, and more than 25 professors and chairmen of otolaryngology in the United States and elsewhere. Of the many general otolaryngologists trained, at least half of their practice is spent diagnosing and treating diseases of the temporal bone or otology . Their level of otologic care for their patients is, in the main, excellent.
Curiously and paradoxically, theABOto and the American Otological Society (AOS) definition of"neurotology" includes diagnosis and treatment of temporal bone disease (i.e., otology). For that matter, I am not aware of a single "neurotologist" in the United States whose career is solely dedicated to diagnosis and surgical treatment of intracranial diseases (acoustic tumors, vestibular neurec-. tomy, etc.). In point of fact, they make their living by mostly practicing otology.
I am in favor of academic excellence and additional training, but I am not in favor of any official mechanism (such as the ABOto-sanctioned neurotologic examination) that could hurt staff privileges or otologic care rendered by general otolaryngologists.
I have written two recent letters-one to Horst R. Here are some thoughts on the recent questionnaire regarding the neurotology subcertification examination scheduled for April 2004. I completely disagree with the American Otological Society 's (AOS) definition of a neuro-otologist. Your first definition is that he/she is a specialist of the temporal bone. In fact, it is almost paradoxical that the AOS has throughout its long history of excellence been dedicated to the temporal bone and even in some cases adjacent structures. Thus to relegate the temporal bone to a different or a new subspecialty does harm to the AOS and to the otologists who indeed pioneered the field of neuro-otology-such individuals as Bill House, Hal Schuknecht, and many others.
I am concerned that otology represents approximately half of what the average general otolaryngologist practices, and we certainly do not want to hurt his/her ability to perform otologic procedures such as placing ventilation tubes and performing tympanoplasties, etc., which are all part of a residency training program. I believe a neurootologist is an individual who subspecializes in diagnosis and treatment, specifically surgical treatment, of the intracranial space to include vestibular neurectomy, skull base tumors, vestibular schwannomas, etc.
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Moreover, in the past, I and many other otologists, with the cooperation and participation of neurosurgeons, have done otologic cases that did indeed include surgery involving the dura and even the subdural area when disease in the temporal bone involved those areas. This has been done to the benefit of the patient and with complete cooperation on the part of the neurosurgeon. Recent surveys have indicated that the most common surgical procedure for intractable or progressive Meniere 's disease is endolymphatic sac surgery . This is, of course, a transmastoid operation, and the sac is located in the dura. Would this mean, therefore, that the average otologistincluding Michel Portmann, who pioneered this procedure in 1927-would not qualify because he/she happens to have performed otologic surgery involving the adjacent dura? Again, I think the otologist 's and the otolaryngologist's primary domain is the temporal bone traditionally, currently, and in the future, and certainly this is the purpose for the existence of the AOS, which has been a means and mechanism of promulgating excellent research studies and excellent contributions in this field.
Because of the above definition, I am not in favor of a subspecialty certification in neuro-otology as defined. If it were defined as a voluntary subspecialty certification without any implication-and, in fact, with explicit language-to relegate the subspecialty to intracranial, not intratemporal, bone pathology, then I would be in favor of it. We do not want to create a subcertification that many may use for economic and antitrust purposes, which in my opinion and in the opinion of many others could really be destructive to not only otologists, but to the genera l otolaryngologist as well.
I have on many occasions performed surgery of the temporal bone and adjacent structures. As mentioned, endolymphatic sac enhancement is one of those procedures, and we have done many of them. We have also done procedures with neurosurgeons in which cholesteatomas have been removed from the epidural and even subdural area at the recommendation of neurosurgeons and with their involvement. We have also been involved in treating brain fungi (mastoiditis cerebri) that involved the temporal bone and the adjacent brain. Furthermore, we have been involved in removing the temporal bone in cases of cancer of the temporal bone, which, of course , involves 476 the dura and adjacent structures . All of these procedures and others have been within the realm of the "otologist."
For the above and other reasons, I am not planning to pay the exam fee nor annual payments for certification.
Again, the concern of the average otologist and the general otolaryngologist is that some of these subcertifications -which are meant to enhance specia lty progress, which we are all in favor of-will end up becoming economic and political tools used to the disadvantage of the general otologist and the general otolaryngologist. In fact, we are in favor of additiona l training , we are in favor of the excellent contributions made by Bill House and the other skull base surgeons, and we cooperate and work with neurosurgeons in our fellowship training program.
But we need to be carefu l that we don't subdivide our small specialty so much that we become small bits and pieces, which could lead to the demise of our specialty . 
